Background {#Sec1}
==========

More than 60 million people in the United States speak a non-English language at home and of those, 42% self-report that they speak English less than "very well" and are considered to have limited English proficiency \[[@CR1]\]. Although variability exists in the proportion of limited English Proficiency (LEP) patient encounters throughout the country, in many areas, LEP residents comprise the majority of the population \[[@CR2]\], and thus the majority of patients seen in the Emergency Department.

It is well documented that LEP patients have worse outcomes than their English proficient counterparts. LEP patients have less understanding of their medical conditions \[[@CR3]\] and higher rates of ED recidivism \[[@CR4]\], likely secondary to poor understanding of their care. Under Title IV of the 1964 Civil Rights Act, patients are entitled to language assistance \[[@CR5]\]. Multiple studies in the 1990's and early 2000's demonstrated the need for and importance of language assistance for LEP patients in the Emergency Department \[[@CR3], [@CR6]--[@CR8]\]. Since then, however, underutilization of language assistance during LEP patient visits has been a persistent problem \[[@CR9]--[@CR12]\].

In a busy Emergency Department (ED), communication is of the utmost importance, but in setting of unscheduled care, assuring the right amount of language services available at the right time poses a challenge. The planning of interventions to improve language assistance in the ED requires both documentation and quantification of the current unmet need.

Objectives {#Sec2}
==========

The objective of this study is to characterize the current unmet need for language assistance in a public ED by describing the proportion of those patients that request an interpreter that do not have documentation of language assistance use in their medical records. The secondary objective is to describe the unmet need for language-concordant patient education materials and discharge instructions.

Methods {#Sec3}
=======

This study is a retrospective chart review of all patients presenting to a public Emergency Department during a 48-h period starting at midnight on July 1, 2016. The time-period was chosen because it was 6 months after the implementation of a new electronic health record (EHR), thus difficulties in navigating the EHR itself would not be expected to hinder documentation. In addition, the new interns for the academic year had not yet started clinical shifts and, therefore, all resident providers whose documentation would be reviewed had been working in this hospital for, at minimum, 1 year.

Study design and setting {#Sec4}
------------------------

We performed a retrospective chart review of all patients registering for treatment in the ED during the designated 48-h time-period. The setting is a public ED with an annual census of 50,000 visits. The hospital is part of the Department of Health Services for the County of Los Angeles and a university affiliate with a 4-year residency training program in Emergency Medicine. It is the only public hospital for the San Fernando Valley in northern Los Angeles County. More than 50% of Los Angeles County speaks a non-English language at home, the most common languages being Spanish, Chinese, Tagalog, Korean, Armenian, Vietnamese, Farsi, Japanese and Russian \[[@CR2]\]. The hospital subscribes to a language assistance service that provides spoken language assistance in 240 languages. There are 8 video-interpreter machines present in the 50 bed Emergency Department that are portable and can be wheeled into any patient room. In addition, an interpreter phone line can be accessed from any phone in the hospital. The hospital also has a system to certify bilingual employees. Employees who speak any of the target languages (those spoken by over 5% of the population) can take an exam in that language. If they receive a passing evaluation, they are then "certified" to perform their job in both languages. The exam is not role-specific, nor does it test any medical terminology. These employees are not given training in interpretation (assistance in spoken language) or translation (assistance in written language) and thus are not meant to act as in-person interpreters. The program is voluntary and incentivized and approximately 18% of ED staff are certified.

Subjects {#Sec5}
--------

All patients presenting to the Emergency Department during the designated time-period were eligible to be included in the study. If the patient was unconscious, severely altered, or intubated immediately on arrival the patient was excluded as preferred language and request for an interpreter would not be relevant. If the patient completed the initial registration but left before being seen by a provider or left before their treatment was completed, they were excluded from the analysis as the documentation would not represent a full encounter. Because we planned to review discharge documentation, we also defined discharged patients as those who were discharged from the Emergency Department to home (i.e. not to the psychiatric emergency department or transferred to another hospital). This study was approved by the Olive View-UCLA Medical Center Institutional Review Board prior to the commencement of any research.

Measures and outcomes {#Sec6}
---------------------

We generated a report from the electronic health record with the medical record numbers of all patients arriving to the emergency department for evaluation from 00:00 of July 1, 2016 for a 48- h period in addition to basic demographics. Other variables obtained in this report included age in years, race (White, Black, Asian, American Indian, Other or not reported), and ethnicity (Hispanic or Latino, Not Hispanic or Latino, and not reported), and primary language and discharge disposition (home, admit, Left Without Being Seen (LWBS), or Left Before Treatment Complete (LBTC)). The report also contained a variable for interpreter requested (yes/no) collected by registration workers after an initial Rapid Medical Exam by a healthcare provider. The exact question asked by the registration worker was "What is your preferred language?" and if the response was anything other than English, the follow up question was "Would you like an interpreter during your visit today?" During the time-period of this study, this information was documented in the registration view of the EHR, which is not accessible to the providers. The providers would thus would have to identify the need for language assistance themselves. Of note, this was a new data point that registration workers began asking with the implementation of the EHR, therefore, there was no history of providers relying on this field in the past, it was always the case that the providers were expected to identify LEP patients themselves. The rate of documented language assistance use was the primary outcome. The secondary outcome was the rate at which LEP patients received language concordant patient education materials and discharge instructions.

Data abstraction {#Sec7}
----------------

All charts were reviewed by the investigators using a pre-determined data abstraction form. Both investigators are fluent in Spanish and hold bilingual certification (Spanish/English) from the Department of Health Services of the County of Los Angeles and are qualified to review written documentation given to the patients in Spanish. Definitions of each variable were determined prior to data abstraction. Any conflict or uncertainty regarding whether the chart author was referring to language assistance use would be resolved in the favor of the provider (coded as yes for providing language assistance) as a mechanism to minimize investigator bias.

We reviewed all NP and MD notes for those patients who requested an interpreter in search of documentation of language assistance use. We defined language assistance in broad terms to capture all potential references. Any mention of interpreter, translator, help with language, language used etc. were recorded as use of language assistance. When documented, we also captured the type of assistance (video, phone, bilingual staff, ad hoc interpreter or unknown). Within the ED History and Physical template in our EHR, two fields of interest exist. The beginning of the template contains a pre-set list of potential communication barriers for which one option is "language barrier". We abstracted whether language barrier was chosen by the author as an existing communication barrier (yes/no). In addition, the template contains choices for "history source" for which one option is "interpreter". We recorded (yes/no) whether interpreter was chosen as the history source.

The name of the primary author of the history and physical was cross-checked against the county government's list of "certified bilingual providers". If the name was on the certified bilingual provider list and their certified language matched that of the patient, then the primary provider was considered bilingual during this encounter and would not be expected to access language assistance. The primary provider was defined as the principal author of the history and physical, be it a nurse practitioner, resident physician, or attending physician. If the attending physician was certified bilingual and co-signed a note that was primarily authored by another provider who was not certified bilingual, this was considered not bilingual, as presumably the primary provider (NP or resident) spent the most time with the patient and that interaction would have warranted language assistance.

The same was captured for nursing documentation. Nursing documentation of the triage and the initial assessment after the patient was placed in an ED room were reviewed as these are the two most extensive nursing notes and are required for all encounters.

For those patients discharged home from the ED, all discharge documentation was reviewed. Discharge instructions were divided into two categories. The first category of discharge instructions included pre-written diagnosis-specific education (for example, "upper respiratory infection") chosen from a drop-down menu within the EHR. These will be referred to as "pre-printed education". The second category is the patient-specific discharge instructions that must be written out by the provider (for example, "Go to the ophthalmology clinic tomorrow at 8am and bring your records"). These are referred to as "free-text instructions". Both pre-printed education and free-text instructions were evaluated for language concordance. For both pre-printed education and free-text instructions, if the language of the text matched the patient's preferred language, this was recorded as language concordant. For all free-text instructions in Spanish, the verbatim text written to the patient was recorded on the data abstraction form. These free-text instructions in Spanish were then reviewed for quality. We evaluated the instruction text and determined whether there were gross errors in the Spanish language used (yes/no). The definition of "gross errors" was pre-defined. Obvious mistranslation of terms, syntax errors and use of English language abbreviations in the Spanish text were all classified as "gross errors". Missing accent marks or spelling errors were not considered "gross errors".

Analysis {#Sec8}
--------

Descriptive statistics were used for demographic characteristics of the charts reviewed. The unmet need for both spoken and written language assistance was described as the proportion of those with no documentation of language assistance use in their medical record to those requesting an interpreter and to the overall number of ED encounters. This was described as a proportion with 95% confidence intervals. Interrater reliability of the quality of Spanish language discharge instructions was assessed using the kappa statistic.

Results {#Sec9}
=======

In total, 271 patients registered for care in our ED during the designated time-period. Of these, 18 left before being seen or before treatment was completed, leaving 253 patients with charts available for analysis. The mean age was 41 years and 201/253 (79.5%) were Hispanic or Latino. In total, 134/253 (53%) preferred a language other than English (97% Spanish, 2% Armenian and 0.8% Tagalog) and 110/253 (43%) requested an interpreter. (See Fig. [1](#Fig1){ref-type="fig"}) 12 of the patients (10.9%) who requested an interpreter were seen by a certified bilingual provider whose language matched the patient's preferred language. Of the remaining patients who requested an interpreter, only 5/98 (5.1%) had medical records with documentation by the primary provider that language assistance was used. In all five charts, mention of the interpreter was found in the pre-populated template statement that listed "Interpreter" as the history source. None of the providers mentioned language assistance outside of this statement, thus there was also no information on the type of language assistance used and no one recorded the interpreter's identification number given at the beginning of each video and phone encounter. In two charts, the choice "language barrier" was listed as a history limitation. Of those two, one chart also chose the interpreter as the history source, the other did not mention any means of overcoming the barrier. None of the nursing documentation reviewed mentioned language assistance use. The calculated unmet need for spoken language assistance in our ED was 93/110 (84.5%) of patients requesting language assistance or 93/253 (36.8, 95%CI 31--42.9%) of total ED patients.Fig. 1Patient flow diagram for spoken language needs

Of the 110 patients requesting language assistance, 95 were discharged from the ED. (See Fig. [2](#Fig2){ref-type="fig"}) All discharge documentation for these 95 patients was reviewed. Of these, 66/95 (69%) received language concordant pre-written patient education sheets. In addition, 32/95 (33.7%) received free-text, patient-specific instructions in Spanish, of which 24/32 (75%) had obvious errors in translation (kappa = 0.81). The unmet need for language concordant written instructions of any type was 29/95 (30%) of those requesting language assistance or 29/253 (11.5, 95%CI 8.1--16%) of total patient encounters.Fig. 2Flow diagram of disposition and written translation needs at discharge

Discussion {#Sec10}
==========

The unmet need for language assistance for LEP patients in this public ED is high. Our study is unique in that each patient was asked specifically both their preferred language and whether they would like an interpreter during the visit. Prior studies have asked retrospectively or used proxies such as native language or English proficiency \[[@CR13], [@CR14]\]. English proficiency and preferred language are not always equivalent, nor can knowledge of either definitely identify the patient's preference for an interpreter \[[@CR15]\].In this study, 24 of the patients who stated they preferred another language declined an interpreter when offered. This underscores the need to ask the patient directly whether they would like an interpreter.

The high unmet need is consistent with reports from emergency departments in other health systems. In 2008 Ginde et al. surveyed patients from four Boston EDs and found that after discharge, 18% of LEP patients stated their encounter was interpreted by a profession interpreter \[[@CR14]\]. In 1996, a survey of patients at a different public hospital in Los Angeles County found that no interpreter was used for 46% of the patients for whom an interpreter was thought to be necessary by either the patient or the practitioner \[[@CR3]\]. Despite the 20-year interval and improvement of available language services in our health system, we found that the gap has widened. It is, of course, possible that more communication occurred in the patient's language than was documented. It is unlikely that the phone and video interpreters were used at high rates and not documented as we obtained records from the contracted language services and could identify only 3 calls from that time-period originating from the ED. It is possible, however, that providers were using their own non-English language skills to supplement language assistance. Supporting evidence includes the use of direct quotes in Spanish in the medical record. For example, one triage nurse documented the chief complaint as "Tengo sueño no más." (I'm just sleepy) and a few charts used Spanish language terms to describe the physical symptoms of the patients (for example "hormigueos" for numbness and "piquetes" for a pricking or stinging sensation). These quotes imply that at least part of the conversation between the provider and the patient took place in Spanish despite lack of documentation and the lack of provider certification. Provider use of non-English language skills without certification is problematic as providers are frequently unable to recognize their own skill level and limitations \[[@CR16]\]. Even when accounting for the possibility that some amount of language assistance use occurred but was not documented and some providers may speak Spanish but are not certified, this cannot account for the entirety of the unmet need. Most likely, ad hoc interpretation (interpretation by untrained families or friends) accounts for a large part of the discrepancy. While ad hoc interpreters may be convenient, they poses a risk to patient safety given their lack of training \[[@CR17]\]. In addition, under section 1557 of the Affordable Care Act, LEP patients are entitled to a "qualified interpreter", defined as someone who has proven abilities in English and the target language in addition to training in the ethics of interpretation \[[@CR18]\]. Ad hoc interpreters do not meet this definition.

Beyond this, in some cases, we noted a specific avoidance of formal language assistance. In one case, a resident documented that, as he attempted to discharge a patient, the patient requested to talk to someone who spoke better Spanish. The resident then documented that he called his attending (who did not hold bilingual certification) and asked him to talk with the patient rather than call an interpreter. This is consistent with prior literature on decision making which shows that providers consistently fail to utilize language assistance when it is available \[[@CR9], [@CR12], [@CR19], [@CR20]\]. The perception appears to be that language assistance is a burden on the provider, despite good evidence that language assistance can have positive impact on the care of LEP patients. Studies demonstrate both patient and provider benefit, including improved understanding of diagnosis and treatment \[[@CR3]\], improved ED throughput \[[@CR21]\], decreased resource utilization \[[@CR7]\], and decreased cost \[[@CR8]\]. Beyond this, there is a legal precedent that requires that language assistance be offered to LEP patients \[[@CR22]\]. Title VI of the 1964 U.S. Civil Rights Act ensures that federal money does not support providers who discriminate based on race, color or national origin, which is interpreted to include those with LEP \[[@CR5]\]. All health care facilities that receive financial subsidy from the government must provide language assistance to LEP patients. Lack of provider knowledge and hospital enforcement, however, contribute to the persistent underutilization of language assistance \[[@CR23]\].

We also saw that technology is deeply intertwined with both the type and quality of language assistance and produces both positive and negative effects. It was the new EHR that made possible this natural experiment because the providers could not see the request for language assistance documented by registration. We have since remedied the problem by making the information available as an interpreter icon on the main ED patient tracking board for those patients who request an interpreter. The pre-programmed history and physical template of the EHR appears to positively impact some providers as a reminder to document interpreter use. All 5 of the charts that mentioned language assistance used the "interpreter" choice from a dropdown menu. Technologic prompts may be useful in helping providers to record interpreter use in the history and physical. Standardized diagnosis-specific patient education materials are available in several languages in the EHR and this resource was utilized more consistently than any other type of language support.

Patient-specific written instructions, however, were problematic. Interestingly, this also seems to be related to technology. Most errors in the free-text patient instructions appear to be secondary to use of automated translation software. English abbreviations fed into automated translation software were a common problem. For instance, the providers would type "US" for "Ultrasound" (i.e. "Your US was normal"). The resulting translation found in the patient's discharge instructions is "Estados Unidos" (United States- your United States was normal). Beyond mistranslated abbreviations, language translation software frequently changes syntax leading to unintelligible sentences. Translation software often separates the name of our hospital (Olive View Medical Center) into pieces and the resulting Spanish reads "View Medical Center" with the word "Olive" randomly inserted into a different clause of the sentence. A 2014 study of the use of Google Translate in medical communication found that it was only 57% accurate overall \[[@CR24]\]. There is, however, in our hospital, no other source for on-the-spot written translation for patient specific instructions.

This study is important because it describes the glaring incongruity between patient preference and provider behavior regarding language assistance and that the gap is widening over time when compared to prior literature. The barrier that LEP patients face in accessing language assistance is us, the providers. We must rid ourselves of the idea that language assistance is a burden and embrace the evidence that it improves outcomes and is critical in providing high quality care for LEP patients. It is well established that health disparities exist within the United States along racial and ethnic lines \[[@CR25]\]. Others have suggested that language barriers are a major contributor to these persistent disparities \[[@CR26]\]. Our study supports this conclusion. When clinical practice patterns do not include the use of appropriate language assistance, as we report, the impact is not just to the individual but also to the entire population and is a feasible contributor to health disparities. As the U.S. becomes increasingly multilingual, not only does language assistance need to be available, but also education of providers needs to emphasize the ethical and legal imperative for the appropriate use of language assistance as part of a broader effort to achieve health equity.

Limitations {#Sec11}
-----------

A familiar adage tells us that "if it is not documented, it did not happen". The assumption of any chart review is that the documentation is a reflection of the actual care provided \[[@CR27]\]. Language assistance should presumably be recorded as this is the only way to confirm that the care provided meets the legal requirement to provide assistance. Documentation may not always reflect what is done, however, when documentation is uniformly absent, it is a warning sign that something is wrong on the system level. This review only sampled 48 h of patient encounters and the practices of the providers covering the ED during that time may not be generalizable to all providers. There is, however, no reason to believe that this sample is not representative and the findings reflect our experience. In addition, our findings may not be generalizable to all EDs. We have a very high rate of LEP patients compared to other institutions, however, overall numbers of LEP residents in the U.S. are on the rise and issues of language will become increasingly relevant to all U.S. healthcare institutions \[[@CR1]\].

Although we assume that certified bilingual providers can communicate in their language of certification, this is not a given. As described in the methods section, the certification process is brief, not validated, and does not test any medical terminology. Other systems use more sophisticated certification processes \[[@CR28], [@CR29]\]. Partial fluency of providers is associated with worse patient understanding \[[@CR30]\]. Further research and the establishment of a national standard for the safe use of non-English language skills in clinical medicine would contribute greatly to quality of care for LEP patients.

Finally, our bias as investigators, in this case, is also a limitation of the study. As two certified, bilingual (English/Spanish) emergency providers, we undertook the study with the idea that an underutilization of language assistance exists in our practice environment. We were careful to predefine all variables prior to data collection to minimize subjectivity.

Conclusions {#Sec12}
===========

In conclusion, the unmet need for language assistance, both spoken and written, in this public Emergency Department is very high and signals an alarming disparity between patient preference for language assistance and provider behavior. Hospitals and Emergency Departments must consider not only spoken language assistance but also written language assistance for LEP patients. Technologic support and provider education are potential mechanisms to increase both use and documentation of language assistance. Addressing substandard communication with LEP patients is paramount because of its contribution to persistent health disparities on the population level. Further research is needed to identify which types of interventions (technologic, education, policy) are most effective at improving the appropriate use of language assistance as a step toward achieving health equity.
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